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Abstract

Background: Improving patient safety cul-
ture is crucial in healthcare organizations. 
An inner-city tertiary care center with over 
4,000 employees faced challenges with low 
participation rates in patient safety surveys 
and incident reporting, showing areas for 
improvement in leadership support and 
information exchange.

Methods and Interventions: The hospital 
implemented a comprehensive strategy 
addressing these challenges through updated 
educational resources, direct feedback on 
missed reporting opportunities, and robust 
Patient Safety and Quality team collaboration 
emphasizing leadership engagement.

Results: These efforts led to improvements 
shown through the Surveys on Patient Safety 
Culture (SOPS) participation increasing from 

32.2% in 2021 to 44.4% in 2023. There was 
also a significant increase of 37.31% (p<0.001) 
in event reporting in 2023 compared to 
the average from 2019–2022. Leadership 
response to error improved significantly, 
with the SOPS results showing a shift from 
a low positive response (30% in 2017) to a 
majority positive response (>60% in 2023).

Conclusion: The integrated approach to 
patient safety resulted in enhanced transpar-
ency and a statistically significant, positive 
shift in the culture of safety. The collaborative 
efforts between Patient Safety and Quality 
departments, along with strong leadership 
support, were instrumental in these improve-
ments. These findings highlight the impor-
tance of collaboration and leadership support 
in enhancing patient safety culture and trans-
parency in healthcare organizations.
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Introduction 

P
atient safety is a cornerstone of quality healthcare, 
focusing on preventing harm to patients from medical 
errors or system failures. Despite its importance, health-
care organizations often struggle to cultivate a culture of 

safety and transparency. A 528-bed inner-city tertiary academic 
care center with over 4,000 employees faces similar challenges. 
The hospital conducts biannual Surveys on Patient Safety Cul-
ture (SOPS) via the Agency for Healthcare Research and Quality 
(AHRQ). While these surveys have historically low participation, 
they have shown opportunities involving leadership support, 
information exchange, and culture of patient safety. The hospital 
and its greater health system uses RL6 as its internal risk report-
ing system available to all staff. Historically, RL6 reflected a low 
reporting volume when compared to intersystem hospitals with 
similar or lower numbers of beds and staff, which validated the 
need for advancements in educational opportunities, transparent 
sharing of events and lessons learned, and improved safety culture.

The hospital’s challenges in patient safety culture and transpar-
ency have significant implications. With a participation goal of 
60%, low participation rates in surveys (32.2% in the 2021 SOPS 
by AHRQ) and low RL6 reporting suggest gaps in leadership sup-
port, communication, and safety culture. These gaps can affect 
patient outcomes, staff morale, and the overall performance of 
the organization.1 

Existing research underscores the importance of leadership sup-
port, communication, and a reporting culture in enhancing patient 
safety. Studies have shown that a positive safety culture is linked to 
reduced medical errors, decreased adverse events, and improved 
patient satisfaction.1 Moreover, the principles of Just Culture 
emphasizing fairness and accountability in error reporting have 
been shown to promote reporting rates and organizational learning.

The hospital’s need for interventions was guided by established 
frameworks such as the SOPS and the RL6 risk reporting system. 
Using these frameworks as a basis of improvement measurement, 
a multiphase project was developed. This project included edu-
cational initiatives surrounding resource updates, training, and 
follow-up; the establishment of quality improvement teams (QITs) 
aimed at enhancing patient safety culture and transparency; and 
leadership engagement.

This article looks to outline the implemented interventions, their 
impact on patient safety culture and transparency, and the insights 
gained for future initiatives. Improving patient safety culture 
and transparency is crucial for healthcare organizations like this 
hospital. By addressing the identified challenges and implement-
ing effective interventions, the hospital aims to enhance patient 
safety, improve organizational performance, and provide better 
care for its patients.

Available Knowledge      

In 1997, Lucian Leape, MD, testified to Congress that “the single 
greatest impediment to error prevention in the medical industry 
is that we punish people for making mistakes.”2 This testimony 
launched a new movement in healthcare, leading to the accep-
tance of a Just Culture. A Just Culture is a culture of learning, 
where staff trust they will not be punished for reported errors 
and accountability is accepted at all levels of an organization.3 In 

a Just Culture, human errors are not punitive and are recognized 
as unintentional and inevitable, leading to system examination 
and redesign, where the staff involved is treated with compassion.4 

There are several barriers that make the creation of a Just Culture 
in the healthcare setting a challenging endeavor. A systematic 
review named trust as an essential aspect of a Just Culture and 
defined this as the belief in an error reporting culture that “is hon-
est, safe, and dependable.” This review noted significant barriers 
to trust, including “lack of confidence in clinical skills, more fear 
of shame/blame by less experienced workers, and knowledge of 
the existing error reporting system” regarding users’ perception 
of event reporting.5 Voluntary reporting of patient safety events is 
vital to the sustainability of a Just Culture, and barriers to reporting 
can inhibit both the process and the success of a system.

A cross-sectional study utilizing historic data from the AHRQ SOPS 
Hospital Survey found common barriers to reporting were the 
lack of feedback on outcomes, action planning, or improvements 
following an event.6 In addition, the study found that punitive 
action toward errors significantly deterred voluntary reporting of 
patient safety events and can have a negative impact on the trust 
in an organization’s Just Culture.6 Other studies on organization 
safety culture have shown leadership barriers, including fear of 
management retaliation or no change due to reporting a patient 
safety error.7 

The literature supports a variety of recommendations to help with 
implementing a sustainable culture of safety within healthcare 
organizations. Literature suggests that leadership engagement is 
crucial to setting the tone for an open and learning-oriented envi-
ronment. It is recommended that leaders actively communicate 
and show their commitment to patient safety, thereby inspiring 
confidence among staff members. By engaging with frontline 
healthcare providers, leaders can bridge the gap between man-
agement and implementation, leading to more effective safety 
initiatives. In a Sentinel Event Alert issue published by The Joint 
Commission it is noted that leadership engagement encourages 
reporting.8 By building trust and encouraging reporting, leaders 
can empower staff to always be vigilant in reporting hazards 
despite the varying conditions faced in healthcare.8 

Building trust is another crucial element in establishing a Just 
Culture. Research indicates that fear of retribution or punishment 
often prevents staff from reporting errors and near misses.9 To 
address this, leaders should create a culture of psychological 
safety where staff feel comfortable speaking up about potential 
issues without the fear of negative consequences. Trust, critical 
to shared accountability, can be fostered through transparent 
communication, active listening, and consistently addressing 
concerns raised by staff.9 In cultures of safety, staff routinely 
identify and report unsafe conditions and errors because they 
trust that their leaders want to know what is not working and will 
implement improvements with this information.9 

Feedback can also play a critical role in the promotion of a Just 
Culture. Studies suggest placing priority on improving event feed-
back mechanisms and communication of event-related improve-
ments made in response can increase the likelihood that a patient 
safety event will be voluntarily reported.6 Timely and nonpunitive 
feedback is crucial for staff to feel comfortable sharing their expe-
riences. Leaders should actively engage with staff by providing 
feedback, recognizing their efforts, and highlighting the impact of 
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reporting on patient outcomes. This process not only instills trust 
but also serves as a motivator for staff to continue participating 
in error reporting. 

Commitment to the implementation of Just Culture is vital to 
sustaining Just Culture within an organization. Literature recom-
mends the integration of safety practices into everyday processes, 
emphasizing that patient safety should be a core value within the 
organization.9 One example suggested for this is the implementa-
tion of an interdisciplinary team debrief following events to help 
destigmatize events overall.9 Collaborative debriefing following 
an incident helps in understanding the decision-making and 
identifying opportunities for system redesign. 

In conclusion, Just Culture is crucial for fostering a climate that 
promotes error reporting and learning from near misses. Lead-
ership engagement, building trust, feedback reporting, and com-
mitment to implementation emerge as essential elements that 
contribute to the success of Just Culture. By actively incorporating 
these recommendations into healthcare organizations, leaders can 
create an environment where staff feel empowered to prioritize 
patient safety, resulting in improved outcomes for all.

Methods 

The study was performed at a 528-bed academic medical center 
serving low-income neighborhoods, with over 4,000 total employ-
ees. The biannual SOPS survey, electronically deployed to staff 
via email, in 2021 showed that less than half the hospital staff 
completed the survey. Lack of survey completion by staff was a 
concern; additionally, the survey results demonstrated that 56.3% 
of the staff had not utilized the patient safety reporting system, 
known as RL6, in the previous 12 months. Validating low staff 
incident reporting and a decreasing trend, the mean of patient 
safety events reported monthly ranged from 532 in 2019 to 485 in 
2022 (Figure 1). Enhancing the culture of safety at this compre-
hensive academic medical center was identified as a priority goal 
for 2023 by the chief executive officer, chief medical officer, and 
chief nursing officer.

Key stakeholders, sponsored by the executive leadership team, 
were assembled in quarter 4 of 2022 to analyze gaps, review the 
latest evidence-based literature, and develop tactics to implement 
in 2023. They identified areas within the surveys as top-priority 
opportunities to improve the hospital’s culture of safety, including 
management support for event reporting, closed-loop commu-
nication regarding events reported, and a need for proactive 
reporting prior to the event reaching the patient (Figure 2). The 
team utilized The Joint Commission’s Robust Process Improve-
ment (RPI) framework to guide change-management methods 
in a phased approach. 

To enhance understanding, the team updated educational resources 
and shared them broadly. Detailed examples of what to report on in 
the RL6 system, required and recommended events by the Patient 
Safety Authority, were provided to all staff, utilizing a single-point 
lesson and educational sessions at hospital- and department-level 
meetings. For example, this education was provided during new-hire 
orientations, physician resident Quality Improvement and Patient 
Safety (QIPS) rotations, service departmental meetings, and 
hospital leadership meetings. To keep the focus on improving a 
culture of safety and creating continuing engagement, the team also 
presented at the monthly Quality Webinar Series and coordinated 
to educate staff and visitors during Patient Safety Awareness Week 
and national Healthcare Quality Week. 

Phase I of the performance improvement began in January 2023. 
Phase I interventions included efforts to promote transparency 
in patient safety reporting with the goal of multidisciplinary col-
laboration and improvement in culture of safety. To share events 
with all levels of staff and within the multidisciplinary team, a 
patient safety component was added into the existing QITs within 
each physician institute. These teams include representation 
from physicians, nursing, Quality, Patient Safety, and multiple 
other disciplines as applicable to each institute. The patient safety 
team reviewed departmental-specific reporting and case reviews, 
providing a forum for open discussion and feedback. The QIT 
platform linked disclosure and system improvement, employed an 
integrated team approach to safety and transparency, and allowed 
for accountable review of opportunities and trends. 

Figure 1. Baseline Incident Reporting Trends
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Phase II began in May 2023. Efforts to build upon the educational 
initiatives and progress in phase I, to promote accountability and 
sustainability, were implemented. The Quality team staff reviewed 
all mortalities, complications, readmissions, resuscitations, and 
other quality reviews for missed Patient Safety incident reporting 
opportunities. A weekly review of events was conducted collab-
oratively with the patient safety team and direct feedback and 
education was provided to nursing, physician, and operations 
staff. This partnership ensured identification of patient events, 
provided direct feedback to the units on reportable events, and 
ensured that documentation of events was captured within the 
RL6 risk reporting platform.

Phase III began in October 2023. In response to the results from 
the 2023 SOPS results, all hospital units and departments were 
requested to develop an action plan targeting their area’s top three 

opportunities identified in the survey. These action plans were to be 
monitored and updated at least quarterly for progress or barriers. 
Additionally, there was an overall hospital action plan approved and 
endorsed by senior leadership. This action plan was aimed at the 
hospital’s top three opportunities: staffing, work pace, and hospital 
management support for patient safety. Initiatives from the hospital 
action plan directly tying into this culture of safety project include 
management involvement in patient safety committee meetings, 
a 2024 rollout of a Just Culture algorithm, and optimization of the 
risk reporting system RL6. RL6 improvements included mobile 
RL6 risk reporting introduced to all staff in November along with 
the preexisting desktop access and a physician-specific short form 
for quick event reporting in December.

Management vs Staff Comparison for Top 5 Opportunities
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Figure 2. Survey of Patient Safety Top Five Opportunities
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To evaluate the success of the phased initiatives to improve the 
overall culture of safety, a variety of reports and tools were uti-
lized. To evaluate the staff perception of the hospital’s culture of 
safety, the SOPS results from 2021 and 2023 were compared and 
analyzed. Incident reporting practices and volume were captured 
within the RL6 incident reporting system and analyzed for sta-
tistically significant changes using R version 4.2.1 (R Foundation 
for Statistical Computing). Based on distribution of the data, a 
Wilcoxon signed-rank test and report medians and interquartile 
ranges (IQR) were used to analyze changes in reporting monthly 
compared to overall hospital patient days. Monthly data trending 
during the intervention was performed using a statistical process 
control chart to evaluate efficacy of interventions. And lastly, 
accountability and compliance with direct staff feedback and 
education from quality improvement reviews was captured and 
trended using a run chart.

Results

For the SOPS, the teams worked together to raise awareness during 
the education initiative and multilevel meeting presentations to 
improve participation of all hospital staff from 32.2% in 2021 to 
44.4% participation in 2023. In addition, the SOPS results around 

“Leadership Response to Error” improved significantly, with the 
SOPS results showing a shift from a low positive response (30% in 
2017) to a majority positive response (>60% in 2023). The Quality 
and Patient Safety teams’ improvements in transparency and 
collaboration resulted in a statistically significant 37.31% increase 
(p<0.001) in event reporting in 2023, despite concurrent increases 
in post-pandemic patient volume, compared to the average number 
of reports from 2019–2022 (Figure 3). 

Positive increases in patient reporting by staff began in January 
2023, corresponding with the inclusion of patient safety in QITs in 
January and in April when RL6 direct feedback began (Figure 4). 
Quality team review and staff feedback and education escalations 
peaked over the summer months, with an average of 30 escala-
tions per month to reach a steady state of 10–11 escalations and 
reeducation of required RL6 reporting categories monthly by fall 
2023 (Figure 5). Incidentally, the most notable increase in patient 
safety reporting was noted from December 2023 to January 2024, 
corresponding to an increase in laboratory leadership and team 
reporting patient safety events that were not previously captured. 
Management attendance in patient safety committee meetings 
improved from consistently less than 10 attendees to consistently 
more than 25 attendees after October.

Figure 3. Wilcoxon Signed-Rank Test and Report Medians and IQR

Characteristic Pre-Initiative Post-Initiative p-value
RL6 461 (444, 525) 633 (596, 659) <0.001

Patient Days 362 (349, 364) 394 (385, 395) 0.0015

RL6 per Patient Days 1.31 (1.26, 1.45) 1.64 (1.54, 1.67) 0.0015

Figure 4. Statistical Process Control Map of Incident Reporting (Jan. 2022 to Feb. 2024)
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Discussion

The project aimed to enhance patient safety culture and trans-
parency at this hospital through education, collaboration, and 
increased reporting. Key findings include an increase in survey 
participation and event reporting, and improvements in leadership 
response to errors. These findings are relevant to rationale and 
specific aims, demonstrating the effectiveness of the interventions 
in addressing identified barriers.

The interventions were associated with positive outcomes, indicat-
ing a statistically significant association between the interventions 
and the improvement in patient safety culture and transparency. 
These results are aligned with findings from other publications 
that emphasize the importance of leadership support, education, 
and collaboration in enhancing patient safety.1 The project’s impact 
on people and systems was significant, with increased trust in 
the reporting system and a more open culture regarding error 
reporting, shown by the remarkable increase in risk reporting 
in RL6 (Figure 3). These outcomes suggest that the interventions 
may have been successful in changing attitudes and behaviors 
related to patient safety.

The results of this project are consistent with previous studies that 
have demonstrated the effectiveness of educational initiatives and 
collaborative approaches in improving a hospital’s patient safety 
culture.1 The findings also support the importance of leadership 
support and transparent communication in fostering a culture of 
safety.5 The project had a positive impact on both individual staff 
when reporting patient safety risks and the healthcare system in 
creating a positive feedback loop shown by the increased risk report-
ing and survey result improvements. The implementation of the 
various institute QITs facilitated multidisciplinary collaboration and 
improved communication, further enhancing the culture of safety.

The observed outcomes exceeded expectations, particularly in 
terms of increased event reporting and improved leadership 
response to errors in their participation with patient safety through 
the committee and the QITs. This may be attributed to the com-
prehensive approach taken by the project team, which included 
targeted educational initiatives, collaboration with key stakehold-
ers, and regular feedback mechanisms. While the project required 
resources for implementation, including extensive Patient Safety 
and Quality teams’ time and educational materials, the long-term 
benefits in terms of improved patient safety and organizational 
performance outweighed these costs. The strategic trade-offs 
involved reallocating resources to prioritize patient safety initia-
tives, which proved to be a worthwhile investment.

An initial limitation of this project included low levels of staff 
engagement, particularly among the medical staff who were 
hesitant to encourage reporting due to legal or peer review impli-
cations. However, medical staff quickly adapted and supported the 
new level of transparency that the hospital and institute leaders 
led by example. A second limitation was the increase in reporting 
starting in December 2023, relating to the lab team RL6 submission 
volume, which exceeded the statistical process control limits as an 
outlier. Due to the outlier, efficacy of the RL6 mobile access and 
physician short-form risk reporting initiatives to promote ease of 
use will require more trending and evaluation. Another limitation 
of the project is its generalizability to other healthcare settings. 
The findings may be specific to the context and size of the urban 
academic medical center where the project was conducted. Also, 
while efforts were made to minimize bias and confounding factors, 
these limitations cannot be eliminated in a real-world setting.

Conclusion

In conclusion, the project successfully improved patient safety 
culture and transparency, shown primarily by improved survey 
results and increased event reporting, a core tenet of Just Culture. 
The interventions implemented were effective in addressing barri-
ers to a Just Culture and promoting a more open, initiative-taking, 
and collaborative approach to patient safety. The sustainability of 
these improvements will depend on continued leadership support 
and ongoing monitoring and evaluation.

The teamwork by Patient Safety and Quality to employ an inte-
grated approach to patient safety at this hospital resulted in 
improved transparency and advancement in the culture of safety. 
With strong leadership support, the 2023 SOPS results were broadly 
distributed and led to action plans to improve the culture of safety, 
which were targeted with clear, measurable goals and centered 
around encouragement of event reporting, improvement in report 
follow-ups, and learning from other units’ reports. To build on 
the success of this project, future efforts could focus on further 
enhancing the “Good Catch” program to encourage reporting of 
near misses and potential safety hazards. This could include the 
implementation of a reward system for staff members who identify 
and report potential safety issues and conduct regular audits to 
identify and address system-level issues. Additionally, ongoing 
education and training for staff members on patient safety best 
practices could help maintain a culture of safety over time.

Figure 5. Total RL6 Staff Feedback and Education Escalation Run Chart
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